upper portion of the vagina was exposed after thorough separation of the bladder, and was incised, and the uterus and tumours removed. The operation was difficult owing to the extreme vascularity of the growth. Special care was taken to protect the pelvic cavity and the abdominal walls from the discharge issuing from the cervical growth. The pelvis was carefully covered in with peritoneum and the abdominal wall sutured in layers. The patient made an uneventful recovery, the wound healing by first intention. The specimen (see figure) consists of the uterus, appendages, and a portion of the vagina. The rounded tumour, previously described, is attached to the anterior lip of the cervix and is continued into an elongated nodular mass lying between the uterus and bladder. A section bisecting the uterus and tumour shows that the structure of the tumour, white and fibrous, resembles that of a fibroid. At the upper and lower poles there is evidence of increased vascularity, whilst necrosis exists in the latter situation. Sections obtained from the portion of the growth projecting into the vagina show that it is a degenerating fibromyoma.
As has been already stated in the clinical history, it was assumed that she was suffering from prolapse, and a pessary had been put around the neck of the vaginal tumour, and as a result of continuous pressure an annular ulceration was produced. The condition of the patient, her rapid loss of flesh, and the dark-blue vascular condition of the tumour when removed suggested the possibility that the disease was sarcomatous. This, however, was not supported by the microscopic examination. Further, the improvement in her general condition has been remarkable, and she is now, six months after the operation, in good health.
The Pathology Committee reported that the specimen was one of degenerating fibromyoma of the cervix uteri.
A Case of Tubo-abdominal Pregnancy. By FREDERICK MCCANN, M.D.
THE specimen was removed from a woman, aged 32, who had been married for six years, and had not been pregnant. She had always menstruated regularly, the last period being in the first week of July, 1907. In the middle of August, 1907, she was seized with severe pain in the hypogastrium, accompanied by sickness, vomiting, and faintness, and some bleeding from the vagina, which lasted two hours. She remained in bed for five days. Four days later the severe pain recurred, accompanied by sickness as before, with discharge of bright blood and " pieces of flesh" from the vagina, which was followed later by an offensive brown discharge. She was removed to a cottage hospital, where she remained seven weeks. During this time the offensive discharge continued, with occasional loss of blood, but the pain diminished. After. leaving the cottage hospital she suffered from pain in the left side of the lower portion of the abdomen, which extended down the left leg. Her abdomen was gradually enlarging, her breasts swelling, and she suspected she was pregnant, although, owing to the passage of a " piece of flesh," she was informed that she had aborted.
The pain in the left side continued to increase before her admission into the Samaritan Hospital. When admitted this pain troubled her chiefly at night, and she had noticed she was becoming more constipated. Abdominal examination revealed an elastic, movable, painless tumour, regular in outline, partly solid and partly fluid, occupying the left half of the abdomen below the umbilicus. It felt about the size of a foetal head. Bimanually the swelling was found to extend into Douglas's pouch and to occupy the left half of the pelvis, pushing the slightly enlarged uterus forwards and to the right. Over the lower pole the outline was irregular, and marked pulsation was noted. Any attempt to move the tumour caused pain. A diagnosis of extra-uterine pregnancy was made, and operation recommended.
On November 20, 1907, the abdomen was opened by a median sub-umbilical incision, exposing a dark-purple thin-walled sac on the left side, to which intestine and a large sheet of omentum adhered. The adhesions were separated, the omentum requiring several ligatures. As at one part of the sac, close to the left Fallopian tube, there was evidence that a layer of peritoneum was covering it, this was incised, and, on attempting to detach it, the extreme thinness of the sac wall was discovered and an opening accidentally made into it. Out of the opening a quantity of bright blood gushed. Forceps were at once placed on the ovarian vessels, close to the bowel, and on the left uterine cornu. The sac was then rapidly separated and removed. The placenta was attached to the posterior surface of the uterus, the bottom of the pelvis on the left side, and the sigmoid colon. The edges of the raw surface on the bowel where the placenta was attached, and which appeared to be formed of thickened fibrous tissue, were inverted and united by catgut sutures. The meso-sigmoid was observed to be plentifully supplied with vessels to nourish the placenta. On the posterior aspect of the uterus a large vessel was seen running upwards to the placental attachment. This vessel was secured by passing a needle under it, armed with a ligature. Where the placenta was attached to the uterus the other bleeding points were tied, and the raw surface covered by drawing the left Fallopian tube and round ligament over it and fixing with catgut. At the bottom of Douglas's pouch, on the left side, there was considerable venous oozing, and, as it was not considered safe to control it by stitching, a gauze drain was introduced, and was subsequently removed in forty-eight hours. The abdominal wall was united in layers; three silkworm gut sutures, left long, were united after the gauze was removed, in order to complete the closure of the abdominal incision. The operation was well borne, and the woman made a smooth recovery. The specimen consists of the placenta and amniotic sac, containing a four-and-a-half months' foetus in good preservation. The feetus had probably escaped from the Fallopian tube during the first attack of severe pain in the middle of August, and the placenta had subsequently become implanted on the sigmoid colon, the posterior wall of the uterus, and the pelvic floor. The increased vascular development in the meso-sigmoid was a marked feature, as well as the development of a large vessel on the posterior uterine wall.
The clinical history serves to emphasize the importance of avoiding what is not an uncommon mistake-namely, inferring that the passage of a decidual cast, accompanied by heemorrhage, is a uiterine abortion.
A Secondary Implantation Teratomatous Cyst. By VICTOR BONNEY, M.D. THE specimen shown was removed from a patient aged 26. In August, 1909, a large cystic tumour of the right ovary, and of a reddish colour, had been removed by Dr. Comyns Berkeley. The left ovary was then healthy, and no other tumour was present. In January, 1910, the patient returned to the Middlesex Hospital with a large tumour in the abdomen. At the operation this was found to consist of a cystic mass imbedded amongst, and indissolubly adherent to, the intestines. It was of a purple-red colour, and, though adherent, appeared definitely encapsuled. The left ovary was healthy, as was the stump remaining from the previous operation; nor were there signs of any other secondary growth. The tumour was removed, together with about 1 ft. of small
